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WE are, rightly, proud of our national educational system. Anyone who has read the recently published book " The Silent Social Revolution " by Mr. G. A. N. Lowndes (1937) , will appreciate the enormous progress which has been made within the last few decades. The developments on the purely educational side are matters of common knowledge. Most people are aware of that section of the work of the School Medical Service which provides for the inspection and treatment of children attending the public elementary schools and they realize the great improvement in the physique of the children which has occurred in the last thirty years. There is, however, much less knowledge among the general public, and even among our own profession, of how much the education service provides for what I have termed the " handicapped child ". By that, I mean a child who, by reason of mental or physical disability, is at a permanent disadvantage both at school and in after-life. He is unable by reason of his disability or defect (1) to receive proper benefit from the instruction given in an ordinary elementary school, and (2) to compete, after school life, in the labour market on equal terms with his fellows. Certain American writers term these children the " under-privileged ". It would make this paper unduly long to include detailed reference to those who suffer from a temporary handicap, such as most children admitted to open-air schools. I propose, therefore, to deal only with those who can never be restored to mental or physical normality. They comprise the following groups: (1) Mentally defectives. (2) " Cripples." (3) Deaf and partially deaf. (4) Blind and partially sighted. (5) Epileptics.
Parliament has required Local Education Authorities to provide special education for the blind and deaf since 1893, and for the mentally and physically defective since 1899. A brief account of the beginnings of the provision of education or training is of interest.
(1) With regard to the mental defective, a certain amount of training was given in the asylum for idiot children at Earlswood (1847) and the Royal Lancaster Asylum (1864) . The Royal Commission on the Blind and Deaf and Dumb in 1884 recommended that mental defectives should be separated from ordinary children and should receive special instruction. In 1890 the School Board for London received a report on the Elberfeld School which had been established in 1879, and decided to establish day special schools for the mentally defective. The first was opened in London in 1892, a few months after the first in England had been opened in Leicester (Board of Education, 1908) .
(2) In 1838, the Royal National Orthopeedic Hospital was founded for the surgical treatment of cripples. In 1851, a Cripples' Home and Industrial School for girls was founded in St. Marylebone, and in 1865 the National Industrial Home for Cripple Boys was established at Kensington. The first day cripple school in London was founded by Mrs. Humphry Ward at the Passmore Edwards Settlement in 1897 (Board of Education, 1908) .
(3) The first organized effort on public lines to educate the deaf and dumb in this country took shape in 1792 when the Asylum for the Deaf and Dumb Poor, Old Kent Road, was founded. It is now the Royal School for Deaf and Dumb Children, Margate (Eichholz, 1932) , and it is interesting to note that the site in the Old Kent Road is now occupied by a day school for deaf children belonging to the London County Council.
(4) The first school for the blind was established in Liverpool in 1790. The first day school for the blind was started by the London School Board in 1879. (Board of Education, 1908.) (5) Maghull Institution, Liverpool, was the first in this country to provide, in 1888, for the training and care of epileptics. It was followed in 1905 by the Lingfield Colony which undertook definite educational work. (Board of Education, 1908.) The present law relating to the education of handicapped children is contained mainly in Part V of the Education Act, 1921. It is headed " Blind, Deaf, Defective and Epileptic Children ", and, briefly, is to the effect that the Education Authorities have certain duties as to (1) the ascertainment of the defective, and (2) the provision of special education. The duty is laid upon parents of causing their children to attend special schools or classes. The age limits of compulsory attendance for the blind and deaf are from 5 to 16, and for the physically and-mentally defective, from 7 to 16, although the Local Authority may provide special education from the age of 2 years. It is significant to notice that, when providing special education, authorities have to take into account two factors. First, the child must be one who cannot receive proper benefit, by reason of his defect, from the instruction in an ordinary elementary school. The second is also important; he must be capable of profiting from the instruction given in a special school. That is to say, there must be a degree of educableness. It is no part of the duty of a local education authority to attempt to deal with children, usually referred to as " ineducable ", who are to be found in mental deficiency institutions, though there are few whose physical condition is such that they are completely ineducable.
Before dealing in detail with the various types of handicapped children, I wish to make a few general remarks on the ascertainment of such children and their numbers.
The grosser cases of mental and physical defect are discovered long before the age of compulsory school attendance. I do not propose to discuss in this paper idiots and imbeciles who, as soon as they are discovered, are dealt with by the Authority under the Mental Deficiency Acts. Some children, fortunately few now, are blind from birth or shortly afterwards. They are usually discovered by the Health Visitors of the Maternity and Child Welfare Authorities, and are dealt with by the Local Authorities under the Blind Persons Acts, who make provision for them in their schemes, either by arrangements for home supervision or by admission to a home for blind babies, until such time as they attend schools for the blind. There is no similar Act for the care of the deaf-mute but these children, too, are often brought to the notice of a public authority before the compulsory school age of 5 vears is attained.
Serious and obvious cases of crippling occurring before compulsory school age also become known to the officers of the Maternity and Child Welfare Authorities. Many such authorities have orthopedic schemes administered jointly by the Child Welfare and School Medical Departments.
The transfer in 1930 of the former poor-law hospitals and institutions to County and County Borough Councils brought the officers of the larger Education Authorities into intimate relationship with that service, and many children suitable for special Section of Epidemiology and State Medicine education in one form or another were found in these hospitals or in the poor-law institutions.
Early knowledge of all these children is most important, from the point of view of appropriate treatment in the case of cripples, and of planning their education in all cases. The Education Authorities can take over the care of the children from the age of 2 years, and can provide not only education but treatment and maintenance as well. Some blind or deaf or seriously crippled children do not come to light until the age of 5, when they are looked up by the school attendance officers who visit to inquire why they have not been sent to ordinary schools.
In the case of the less obviously handicapped children or those in whom the condition originates in school life, e.g. many cardiac cripples, infantile paralytics, tuberculous cripples, &c., the machinery of the educational system, or, in the latter two instances, notification to the Local Sanitary Authority, discovers them. With regard to the education service, the discovery may be made in the course of the routine inspection of school entrants, or by the vigilance of the school teacher or school nurse who presents the child for a special medical examination.
The size of the problem may now be considered. I take for this purpose the London figures, as ascertainment is probably as complete there as anywhere in the country, the special school service is well established and provides for every type of handicapped child. Despite, however, its completeness, some children cause great difficulty. I remember one boy, an oxycephalic, whose facial appearance was so revolting that all children who saw him ran away in terror, and his teacher was so nauseated that she could not continue her work. His father insisted rightly that he must be educated, but it was found impossible to fit him into the educational machine, though various methods of dealing with him were considered, such as home tuition, the provision of a mask, and educating him with blind children. He is also feeble-minded, and when he is 16 he will be reported to the Authority under the Mental Deficiency Acts. Such cases are few, but are occasionally " thrown up " in a great metropolis.
To return to the total numbers of special school children-excluding all those attending open-air schools for delicate children and, for the moment, those in hospital schools, the London figures for 1936 and the number per 1,000 on the elementary school roll were: The number per 1,000 on the elementary school roll is not the true incidence but is a convenient figure with which to measure the incidence as between one area and another or between one period of time and another. Fig.1 shows the variations in the incidence per 1,000 on the school rolls since 1904. For the mentally defective the peak was reached just before the War. The-physically defective show a continuous tendency to rise, but this is due to the increasing numbers of cardiac cripples admitted. Those 
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Section of Epidemiology and State Medicine 1017 Fig. 2 shows the actual numbers certified each year for the special schools. It indicates that 1912 was the peak year for both the mentally and the physically defective. The increase in the physically defective certifications between 1927 and 1931 was due to the increased certification of cardiac cripples. The decline in both graphs since 1930 is an indication of the rapid fall in the number of London school children since then, due to the falling birth-rate and the building of great housing estates outside the county boundary. The graph relating to the blind and partially sighted is influenced by the numbers in the latter category. There is no special feature in the graph relating to the deaf and partially deaf.
It will now be convenient to consider each type of handicapping separately from the points of view of criteria for admission to a special school, incidence, and aftercare. I would have wished to deal with the important question of prevention of handicapping, but time forbids. The subject matter merits a separate paper to itself. THE 
MENTALLY DEFECTIVE
The fact of deficiency must be ascertained by an examination of the child by a medical officer specially approved for the purpose by the Board of Education, who must, if required by the parent, or so instructed by his authority, take into account a report on the child from the head teacher of the school, if any, which the child has previously attended. Parents are compelled under penalty to present their children for such an examination.
The general definition of defect is contained in the form of certificate, which runs: " (a) The duly qualified practitioner approved by the Board of Education, (must) certify that the above-named child, not being imbecile, and not being merely dull or backward, is, by reason of mental defect, incapable of receiving proper benefit from the instruction in an ordinary public elementary school, but is not incapable by reason of such defect of receiving benefit from instruction in a certified special school or class." The certificate of an approved practitioner is sufficient evidence of the facts to lay before a court an application for an attendance order, unless the parent or guardian of the child requires the practitioner called as a witness. (Education Act, 1921, Section 55 (4) .) The parent may call rebutting evidence to urge that the certificate is incorrect. Should the court then hold that there is a doubt, it is provided that the matter shall be determined by the Board of Education.
Local education authorities must consult the parents and endeavour to give effect to their wishes with regard to the school to be attended by the child, and although attendance at a day special school may be enforced, a child may not be sent to a school not within reach of the child's residence, or to a boarding school, without the consent of the parents in writing, unless it can be shown to the satisfaction of the court that such consent is unreasonably withheld. Further, such consent is not to be deemed unreasonably withheld if this action is taken with a bona fide intention of benefiting the child. If the court refuse to make an order, they may award costs to the parent to include compensation for the cost, trouble, and loss of time incidental to his attendance at court.
Provision is made for the annual re-examination of children in attendance at special schools, and the parent is entitled to claim such re-examination at intervals of not less than six months.
Children may be required to attend schools for the mentally defective from the age of 7 and may be retained until 16; if, when due to leave, the local education authority is of opinion that further institutional care, guardianship, or supervision is required, they must forward the names of the children to the local mental deficiency authority.
The feebleminded, with whom this paper is concerned, are capable of deriving benefit by education in special schools and classes and so taking possibly a place in the 1018 Proceedings of the Royal Society of Medicine 82 community later on, although that place may be a lowly one, and care, supervision, or control may always be necessary. They usually can be taught to do a varied range of work, albeit often of low grade, and occasionally can learn to do a single process in an expert manner. They can acquire a little elementary reading and calculation, but lack usually the power to plan for themselves.
The mentally defective child usually first comes to notice in school by his failure to adapt himself to his surroundings and his failure to learn. In the London public elementary schools it is the duty of the head teachers, when satisfied of this failure, to bring such children to the notice of the school doctor. The latter in his turn must satisfy himself that there exists no marked physical defect such as deafness, defective vision, &c., which of itself might account for the backwardness. Failure to read Snellen's test types is not proof either of defective vision or of mental defect. The unusual failure of the child and the absence of physical defect to account for it having been established, it is the duty of the school doctor to refer the child for statutory examination by the specially approved medical officer.
The diagnosis of mental defect is not the mere arbitrary application of a scale of intelligence tests, such as the Binet-Simon scale or one of its modifications. It is based upon a complete survey of the child's physical and mental reactions, supported by evidence of his medical and educational history, and is very properly the province of the medical man alone. In practice, experience shows that educable mental defectives have intelligence quotients which lie between 50 at the lower limit and 70 at the upper, but it must be stressed again that these arbitrary figures do not accurately limit or define educable feeblemindedness, but that the whole child and his reactions are concerned in the diagnosis.
The following table shows the London elementary school roll at five-yearly intervals from 1907 to 1927 and, every year afterwards up to 1936, the average school roll for the schools for the mentally and physically defective and the ratio of the defectives to 1,000 children on the roll: Considering now only the figures for the mentally defective, an attempt has been made to discover whether the reduction in recent years has been caused by an alteration in the method of selection of children for statutory certification, or in the standard used for certification, or whether there has been a genuine reduction in the number of feebleminded children per 1,000 scholars on the elementary school roll. The next table gives the proportion of children nominated year by year and the percentage of those actually certified. The reduction in recent years in the proportion of children nominated for examination may be accounted for by a reluctance of head teachers to nominate children in view of the diminishing school rolls. There always is less readiness to nominate children from denominational as compared with Council schools, but this factor is possibly constant. The Hadow scheme of regrouping may enable borderline cases to float along in the ordinary elementary school system more easily than under the former system. Again, the child guidance movement may have resulted in borderline children being referred to these clinics, where it is found there is a certain reluctance to recommend children for certification with a view to nomination for a special school.
It is significant, however, that there is not much change in the percentages of those nominated who are in fact certified. It was 39 2 and 35.1% respectively in 1927 and 1928. It reached 47%o in 1930 (abnormally high owing to special examinations in poor-law institutions and children's homes), declined to 35-30o in 1933, then rose to 36-3 and 40-500 in the two following years, and was 38.600 in 1936. There has, therefore, been a slight increase in the percentage certified recently of those put forward for examination compared with the minimum years of 1928 and 1933, but compared with the average of 1927 and 1928, there is no material change. A definite increase might have been expected in the percentage certified if there had been any serious failure of recent years to present children who ought to be examined, and as the criteria for certification remain unchanged, it must be concluded that very fewr really feebleminded children escape the net and that there probably has been some slight decline in the proportion of feebleminded children in the London school population.
The Wood Committee (Report 1929) stated " It is hard to believe that there has not been some increase in the incidence of mental deficiency" between the time of the Report of the Royal Commission in 1904-08 and their investigation about 1928. I think, however, it may be concluded that in London during the past ten years the proportion of the feebleminded has certainly not increased and has probably slightly declined. The functions of the M.D. school are two: (1) To teach the defective by means of a mnodified curriculum, and direct his footsteps to some occupation which he can usefully follow; and (2) to stabilize him. The stabilization resulting from years of discipline and training under the care of specially experienced teachers is by far the more important function.
Routine in M.D. school8. There is little to be said about the routine of the schools for the mentally defective. There is much patient work by skilled teachers. The education is graded according to the ability of the children, and nearly half the time is given to manual occupation. The stabilizing influence already referred to is kept well to the fore, and an important asset to the London special schools is a flourishing sports association which helps considerably to " bring out " the children. Most children are quite suitable for day schools, but residential schools are provided by the
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Council for those for whom they are necessary. There are 31 day schools and two residential, the average attendance being 2,975 and 112 respectively with, in addition, 50 day scholars at the residential schools. There are also three homes from which the children attend day schools. There are separate day schools for the juniors and the elders, the latter being separate for each sex-the change from one to the other type of school taking place on a review of the child's circumstances and attainments, and usually at about the age of 11 or 12. There has been a greater demand for residential accommodation since the Council became responsible for poor-law children. Residential schools are, preferably, in the country, and it is hoped that a country residential school will shortly be available for London children.
Operation of the M.D. Acts.-Children in M.D. schools found to be (1) imbecile (I.Q. below 50), (2) " feebleminded ineducable " (I.Q. below 55, and really stagnating after considerable trial), (3) " feebleminded detrimental " (a real moral danger to other children), and (4) Procedure for " leaver " M.D.s.-When the M.D. child in school has attained the age of 15 years, the question arises " does he or she need the protection of the M.D. Acts ? " The head teacher reports on a special form setting out the child's attainments and expressing an opinion as to what is best in the interests of the child. The school medical officer signs the certificate of feeblemindedness except in the rare cases where, at this late stage, it is decided that that diagnosis is not justifiable. The form is then presented to the Education Committee with the recommendation of the school medical officer as to the type of care needed.
It is for the Education Committee to decide, after careful scrutiny of the reports on the child, whether the case shall be passed over to the M.D. Acts Committee for supervision, guardianship, or institutional care. The M.D. Acts Committee is responsible to the Board of Control for the executive work under the Acts. " Decertification."-This is infrequent, as one would expect when certification has been carefully done. In the past, the M.D. schools undoubtedly contained many children of the backward type who would not to-day be certified, but the proportion is much smaller than it was. The next tableillustrates this. The percentage decertified is very small, which is a sure sign that we have only real undoubted defectives in our M.D. schools. The large number of notifications for 1936 is due to the fact that in that year the children born in 1920 (when the birth-rate leaped up after the War years) became 16 years of age. The high percentage of leaver mental defectives who are placed under the M.D. Acts is noteworthy. That this percentage increased markedly in 1936 is due to the fact that during this year an abnormal number of children transferred to the Council in 1930 became leavers. It is possible for this percentage to fluctuate considerablybut it always remains high.
The Mental Hospitals Committee take control.-As a paid agent of the Ministry of Labour, the Council endeavours to place mentally defective leavers in employment and continues to supervise them up to 18 years of age. The Supervision Section of the Mental Hospitals Department pays (1) " friendly " visits to defectives who are known but not " subject to be dealt with ", (2) undertakes supervision of those put under statutory supervision.
A very full account of the Council's work under the M.D. Acts, including that of the occupation centres, is given in the Mental Hospitals Section of the L.C.C. Annual Report for 1935, vol. vi, pp. 40-54. The following particulars taken from the L.C.C. Annual Report, 1936, vol. iii, Part II, may be given of children who have left the London M.D. schools but whose names were not notified to the Mental Deficiency Acts Committee: 
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The high percentage of children (465 out of 515) in employment is a tribute to the success of the schools. The following gives information concerning those notified in 1936 to the Mental Deficiency Acts Committee. There were 563 children notified and, of these, 62 were sent to institutions, 10 were placed under guardianship, and 486 were placed under supervision. In five cases no action was taken.
Of the 486 placed under supervision, about two-thirds had found, or had been found, work at the time of inquiry, and one-third were out of work.
The annual report of the London County Council for 1935, already referred to, includes a table showing the variety of occupations followed by defectives under statutory supervision. Males to the number of 115 and females to the number of 230 are " factory hands ", but the list includes canvasser, furrier, glass blower, leather worker, lorry driver, plumber, printer, soldier, tailor, traveller, upholsterer, wireless worker, cabinet maker, and french polisher. THE PHYSICALLY DEFECTIVE Physically defective children in the wording ofthe Education Act, 1921, Section 55, are those who, by reason of physical defect, are incapable of receiving proper benefit in ordinary elementary schools but are not incapable by reason of that defect of receiving proper benefit from instruction in special schools or classes.
The figures showing the number of London children and the ratio per 1,000 on the school roll of those in day special schools for the physically defective are indicated in Table II . The ratio has been steady for some years, with some tendency to increase, Proceedings of the Royal Society of Medicine but an analysis of the causes of the crippling shows a marked change. The following table compares the reasons for certification in 1921, 1926, 1931, and 1936:- The most striking change has been the replacement of children crippled in their limbs by those crippled by heart disease. The proportion of cardiac cripples now in the special schools approaches 50% of the total. There has been a considerable decline in the proportion of children crippled by tuberculous disease of the bones or joints. The table shows the numbers of children with tuberculous bones and joints and with rheumatism or carditis admitted to P.D. schools in 1921, 1926, 1931, and 1936 . The jump in the rheumatic cases in 1931 is an indication of the expansion of the Council's scheme in that year, and the reduction in 1936 of the increasing use of hospital schools for the rheumatic.
Poliomyelitis varies in its incidence from year to year, but London has fortunately escaped an epidemic. Serious rickety deformities in London are now almost unknown.
The P.D. children attend, in the great majority of cases, the out-patients' department of a hospital for supervision of treatment, but the Council employs a consulting orthoptedic surgeon to visit each school at least once a term. A nurse is in daily attendance. The children are brought to school, and returned home, in an ambulance. A midday meal is provided and there is a rest period in the middle of the day. The There is a special After-Care Association, subsidized by the Ministry of Labour, to assist the head teachers in obtaining suitable employment for the children, and many ex-P.D. school children find lucrative posts.
The After-Care Association has classified lists of employment suitable for children with various forms of physical defect, and canvasses employers to solicit vacamcies.
Friendly visits are paid until the child is well established. Inquiry has been made into 1,900 unselected cases on the register of the After-Care Association for Physically Defective Children in December 1937, with the following result 
85-0%
Christmas leavers not yet analysed ...
5.8%
Cases that have been in work who had re-applied and not yet analysed on 1. The following gives the reasons for the unemployability of the 3.3%: In the last two years there have been 31 deaths among ex-scholars of the P.D. schools: 27 from heart disease, two accidents (bathing and a street accident), one appendicitis, one pneumonia.
An important problem is the care of the 3 or 4% who are unfit for any ordinary employment. Some of these were discovered in 1930 in the Poor Law Institutions. Some can benefit by training during adolescence, and employment under sheltered conditions. P.O.I.P.H. (Society for the Provision of Occupational Industries for the Physically Handicapped) is doing excellent work in this connexion.
There are flourishing old scholars' associations attached to most of the special schools.
The Council includes P.D. children (also hospital school children) in its scholarship arrangements and provides special trade scholarships for those who are likely to benefit from them. The frontispiece of " The Special Services of Education in London " (1929) is a drawing made by a handless boy who proceeded from a special school to the Royal College of Art.
The recent developments of the Council's Rheumatism Scheme have been dealt with fully elsewhere (Gray Hill, Reade and Thornton, 1936) .
Schlesinger (1938) , in the Milroy Lectures, refers to the value of the measures taken to control the development of serious cardiac complications. In giving details of the result of examining 1,000 cases and following them personally for varying periods during the last ten years, he expresses the opinion that one of the most striking deductions to be drawn is that " children who survive their rheumatic attacks are later able to lead almost normal lives in a relatively good state of health, attending school with average regularity and entering steady and useful employment when they grow up ". Thornton (1937) reports that of those discharged from the Council's hospitals 76.3% were fit for ordinary education or employment; 20 2% were fit for a special school or for light work; and only 3.5% were unfit for any school or work.
There is close co-operation between the Council's hospital schools and the day special P.D. schools and many of the children, both rheumatic and orthopaedic, on discharge from hospital, are admitted to the day special schools where the regime is suited to their needs. If necessary, the children are transferred back to a hospital school.
DEAF AND PARTTATLY DEAF There is little to be said about these special schools. The Council provides six day and two residential schools for the deaf, the residential schools being for elder boys and elder girls respectively. The teaching is by the oral system. There is adequate vocational training and efficient after-care.
Recently, in London, twenty-three group hearing aids, made by the Multitone Electric Company, have been installed in the special schools for children with defective hearing. These are powerful amplifiers which give the ordinary radio signals, but which by means of a control convert the radio amplifier into a microphone to convey sounds of the teacher's voice to the children through their earphones. Hitherto, children who could not develop speech naturally, and who were taught by lip-reading, now have the advantage of sound stimulation through the normal channel, and can thus learn by sound patterns in combination with visual patterns.
Owing to the careful placing work, the deaf have little difficulty in obtaining and retaining employment provided they have had trade training by an instructor who understands " deaf " children.
Of those who left the Anerley Residential School for the Deaf in the five years ended Easter 1937, 81% are in skilled employment (70% following the trade learned at school), and 15% in unskilled employment.
There are five classes for the partially deaf or hard of hearing. At these the aim is to develop the residual hearing and to teach lip-reading. A proportion of the 89 Section of Epidemiology and State Medicine 1025 pupils are returned to the elementary schools. Children usually leave the schools for the partially deaf at the age of 14, .and therefore do not have the benefit of trade training.
Mixed defects.-A unique feature of the London Special School Service is the Rayners School (Residential) at Penn, for children with mixed defects. All are deaf and some are, in addition, mentally defective, some deaf and blind or partially sighted, or some deaf and crippled. It is a finely situated country house in delightful grounds, and the patience of the teachers is beyond praise. In fact, it is in such a school that the teacher's art reaches its consummation. The following report shows the present position with regard to the 264 pupils who passed through this school between 1921 and 1936: It is not without interest and significance that this school, where the children are the most difficult of all special school children, is conducted in the Council's most beautiful estate.
THE BLIND AND THE PARTIALTY SIGHTED
There has been a very gratifying reduction in the number of blind children of school age in London. There were 451 or 062 per 1,000 on the school roll in 1914, and only 111 or 0 20 per 1,000 in 1936. All the day schools for the blind have now been closed, as it was impossible to find enough blind scholars to fill them, and the work is limited to two residential schools which, however, are attended by some day scholars from the vicinity. The teaching is by braille methods. Under a vocational training scheme higher education is provided, and a blind girl from one of these schools, some years ago, graduated with honours in Arts.
The classes for the partially sighted are a more difficult and controversial problem.
London is the home of such classes, which were first established in 1908 on the advice of Mr. Bishop Harman, the then consulting ophthalmic surgeon to the Council. There are now ten such schools in London. They are separate entities and are not attached to ordinary elementary schools. The number of scholars reached its maximum (981 or 1-57 per 1,000 on the school roll) in 1929. In 1936 the number was 632 (1 25 per 1,000) and is declining. About two-thirds are myopes and the rest are children with such defects as scarred cornege cataract and nystagmus.
There is no dispute about the suitability of the non-myopes for such classes, but it has lately been suggested that a stricter selection of myopes should be exercised, and criteria for admission were recommended by the Board of Education's Committee on partially-sighted children (Report 1934) , which would exclude certain children who would, before then, have been recommended for admission. These were based on an attempt to differentiate between " physiological " and " pathological " myopia. and select only the latter for the special classes. It is admitted, however, that there is no certain method of differentiating between the two, and as damage may result while ordinary education of a pathological myope is continued the position is by no means satisfactory, and it is clear that further research into the problems of myopia is urgently necessary. The children in these classes do little near work, their reading is confined to large type, they write at arm's length on small desk blackboards or on paper attached to these blackboards. A recent development is to provide gramophone records of the masterpieces of literature.
On leaving school, which may be at 14 as attendance up to 16 cannot be enforced, they are advised as to suitable employments and are placed under the supervision of after-care workers.
A point of some importance in the English system is that the Education Act, 1921, makes no provision for the partially-sighted child. To fulfil legal requirements it would be necessary to certify him as blind, i.e. too blind to read ordinary school books. Most of the partially sighted children could manage to do this. Hence the difficulty, just referred to, of enforcing attendance beyond the normal school-leaving age. In Scotland it is possible to certify a partially-sighted child as physically defective as, in fact, he is.
EPILEPTICS
It is only when the fits are really troublesome that arrangements are made for an epileptic child to be sent to a colony. The places are referred to as "colonies "because adults are housed as well as children and occupations are found on the land. Humorous misunderstandings sometimes arise with parents because of the name " colony ". It has been necessary to instruct the attendance officers, who negotiate with the parents for the transfer of their epileptic offspring to the " colonies ", that the colonies are not overseas ! London now maintains 117 epileptic children in the various colonies which are for the most part under voluntary management. This is 0*21 per 1,000 on the school roll and the ratio has not altered appreciably for some years. There are vocational training and adequate arrangements for supervision. Many remain in the colonies after they have grown beyond the age at which the Education Authority has responsibility.
HOSPITAL SCHOOLS
London has a unique range of hospital schools. The Metropolitan Asylums Board had provided for certain specific classes of children from the hospitals and schools of the Metropolitan Boards of Guardians a number of establishments in the 1026 90 Dr . BERNARD SCHLESINGER showed a cinematograph ifim which demonstrated the work of the Invalid Children's Aid Association in connexion with convalescent hospital treatment of rheumatic heart disease. He said that this Association was the first to undertake this type of treatment in England. Cases were shown leaving hospitals in London after the acute stage was over, and they were then followed to the Children's Heart Hospital, West Wickham, where the methods of open-air treatment, educational facilities provided, recreations, and various clinical points were demonstrated. Finally, the film suggested the types of occupations that might be successfully undertaken when these children grew up.
Discus8ion.-Dr. J. G. JOHNSTONE said that the great complexity of the various problems connected with the handicapped child must be evident to all. The section with which he, Dr. Johnstone, was closely identified was that of the physically defective children and he was able to add his testimony to the efforts undertaken by the Council on behalf of these children. It was pleasing to be able to notify a considerable decrease in the numbers of orthopeedic conditions in the child population. He had recently studied the statistics for surgical tuberculosis in London during the past fifteen years and found that non-pulmonary tuberculosis notifications had decreased by about 69%. He also wished to refer to the increasing attention given by the Council to the after-care of these children. One could not emphasize too strongly the value of this phase of the work in preventing recurrence of activity of disease and deformity, or even extension of disablement. No less important was the part played by special education for these cases, because medical care and education were so closely interrelated in bringing success in reducing the degree of disablement. No matter how brilliant might be the surgical treatment given, education and after-care must supplement it, if the patients were to derive full benefit to themselves and offer a fair return for the time, labour and expense devoted to them. Quite apart from the medical aim of treatment, one of the main objects in these cases was to make good citizens and selfsupporting members of the community. Dr . Daley had, he noted, confined his remarks almost wholly to the school-age child, and had omitted to make any reference to later life. With the passing of the 1929 Local Government Act, the Medical Services of the Local Authority were all-embracing, and it was confidently thought that unification of the Medical Services would be attained. This was being steadily developed, and by means of clinics and vocational training the Council was giving everincreasing attention to the after-care of the adult population who were physically handicapped.
It was necessarv to carry on the after-care into all ages.
Dr. C. E. THORNTON said he felt that one fact in connexion with his own particular branch of the work-namely, the Council's Rheumatism Scheme-was worth emphasizing.
In 1926, the date of the inception of the Scheme, the percentage of children found by the school doctors to be suffering from acquired heart disease was 2-0. Ten years later the percentage had dropped to 0 -8, and in the absence of any noticeable drop previous to 1926 he felt justified in believing that in part, at least, this diminution in acquired cardiac disease in school children could be creaited to the Council's Rheumatism Scheme.
Mr. A. G. WELLS said that as an otologist he would like to make a few observations on two of the handicaps of those afflicted with defective hearing. The first concerned those of school age.
The Education Act of 1921 defined a deaf child as " one too deaf to be taught in a class of hearing children in an elementary school ". For these children there were two types of schools-the " Deaf " and the " Partially Deaf " schools. In the case of the " Deaf ", attendance was enforced up to the age of 16 years, and during the last two years of their school life they had the great advantage of a vocational training, which was of material assistance in getting them placed in employment when they left school. In the case of the " Partially Deaf " attendance up to 16 years was not enforced. This was not only a great handicap to the children, but it was an anomalous position, for they also were "Deaf " within the meaning of the Act, and should also have the advantage of school up to 16 years with vocational training. The result was that many of these "Partially Deaf " children, who were difficult to place in employment, found their way into blind-alley occupations or were thrown on the human scrapheap. The terminology-" Deaf " and " Partially Deaf " might be partly responsible for this.
These were vague indefinite terms, and schools should not be called " Deaf " and " Partially Deaf " schools. Instead, they should be termed " Schools for Children with Defective Hearings" and should be graded, the grading being based on the amount of hearing as determined by the ordinary conversational voice test and the audiometric test, taken in conjunction with the ability to lip-read, speech and language development, intelligence, and a complete clinical examination. The second handicap concerned those of post-school life; it was the lack of State legislation for the deaf. The Act of 1893 provided for the education of blind and deaf children, but it was not till after the Great War, when 2,300 men were afflicted with blindness due to active service, that the public conscience became awakened, and through the efforts and influence of Sir Arthur Pearson, who was himself blind, the blind obtained their charter in 1920, in the Blind Persons Act. This was very right and proper, but nothing was done for the deaf.
Those who were afflicted with both blindness and deafness testified to the fact that deafness was the greater handicap of the two. Miss Helen Keller was a notable example of this. The deaf lacked the greatest stimulus in life-the sound of the human voice and all that this meant. Why had there been no State legislation for the deaf 2 There were several probable reasons. The hidden defects of the deaf did not make a spectacular appeal as in the case of the blind. The blind were usually bright and cheerful, the deaf introspective and depressed. The blind were easy to communicate with, the deaf difficult, and often looked uponl as a nuisance. Further, while the handicap of the deaf was at least as great as that of the blind, they were less expensive to train and re-train than the blind, and proved satisfactory workmen. It was estimated that there was an annual loss to the State of £7,000,000 through deafness. Justice would not have been done to the deaf until they had their charter-a Deaf Persons Act, on the lines of the Blind Persons Act.
Mrs. M. BOURCHIER said that owing to the organization of Special Schools by the L.C.C., handicapped children were given every opportunity to receive a training which would enable them, in most case3, to be self-supporting on leaving school. In spite of the marvellous work done by the doctora for these children, they were all more or less physically " minus ", It was the endeavour of the schools to present them eventually to the labour market as 1030 Proceedings of the Royal Society of Medicine 94 worth an ordinary child " plus ". This "plus " as a rule, lay in their manners, behaviour generally, and adaptability to circumstances, together with a good working knowledge of a trade or of office work. The voluntary Care Committees attached to the schools were most efficient and the After-Care Association found positions for the leavers, supervising their conditions of work for two years, replacing them if necessary. The school kept in touch with old scholars indefinitely. Mrs. J. E. THOMAS said that the teacher's point of view in relation to the handicapped child was essentially different from that of the doctor. The teacher received the child after what was often a shattering experience and had to re-establish in him the lost confidence in life. Time in school was all too short, and it was important that the after-care of these children should be lengthy and thorough. Many of these ehildren met their worst difficulties in relation to life after leaving school. This was especially the case with the severely handicapped, and it was essential that touch should be maintained with these until they were undoubtedly established in the adult world. Dr. FRANCIS BACH said that he very much regretted that more medical men were not present whose main work was not connected directly with the London County Council School Medical Service. Dr. Daley's paper gave a masterly survey of the subject, and should be of particular interest to physicians on the staffs of the voluntary hospitals who referred patients under the "Rheumatism " and other schemes. At the present time, many of his colleagues did not appreciate either the principles or the detail of the Council's activities. There were two points to which he would like to make particular reference:-First, that some co-operation should be possible between the Council's service and the voluntary hospital-such as the National Heart Hospital-in order that there might be a careful "follow-up" of children with rheumatic heart disease who had been carefully watched during school life, but with whom contact had been lost by the Council as soon as they had passed school age. An evening clinic held at regular intervals might satisfy this need, and would afford valuable information.
Secondly, he asked whether the careful survey and detailed statistical evidence that had been collected by the Council, and to which reference had been made by Dr. Daley, could not afford some evidence on the hereditary or eugenic aspect of these diseases. If any new knowledge could be obtained from this material, it might be applied profitably, if not for the immediate prevention of some of these diseases, at least for the training of the parents of future generations.
Dr. G. CLARK TROTTER said that many years ago, before he had come to London, he had had his interest aroused in the very effective working of a "special classes " school in a county borough. In London he had found a division of authority-the school work was not the province of the metropolitan medical officer of health. Although nominally it might be said that the borough medical officer was " left out " this was not really so, for the Health Visitors and Child Protection Visitors in their work frequently found the handicapped child, and in London the attention of the appropriate authority, the London County Council, had only to be drawn to any case in which it was thought that some betterment could be effected, and every assistance was afforded, the case was investigated, and there was almost every conceivable facility for dealing with the case in no stinted way.
He agreed with a previous speaker, that while great advances had been made with regard to the eye, partial blindness, &c., the deaf child had a claim which had not excited quite so much sympathy generally as other handicaps, although excellent work was being done.
